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Objective/Methods
To determine the clinical behavior and outcome of breast cancer in the elderly, a series of 184
women older than age 69 years who received treatment for locoregional breast cancer at The
University of Texas M. D. Anderson Cancer Center between 1976 and 1985 were studied for a
median of 80 months.

Results
The results indicate that elderly women can tolerate standard surgical therapy and survive
disease-free for many years; the breast cancer-specific survival rate of patients in this study was
79% at 7 years. Although 33% of patients had stage disease, only 10% underwent breast
conservation surgery. Despite 46% of patients having stage 11 and 21% having stage IlIl breast
cancer, fewer than 13% received systemic adjuvant therapy. Noncompliance with breast
screening guidelines was evident in that only 3% of patients had tumors detected by routine
screening mammograms and only 12% by routine physical examinations.

Conclusions
Women with breast cancer should be informed of treatment options and the advantages and
disadvantages of each choice based on physiologic rather than chronologic age.

One of eight women in the United States is at risk of
having breast cancer in her lifetime. The probability of
breast cancer developing is highest in the older woman.
Data from the Surveillance Epidemiology and End Re-
sults' study revealed that for women 80 to 84 years of
age, the breast cancer incidence is as high as 435 per
100,000; in contrast, the incidence is 212 per 100,000 in
women 50 to 54 years of age. The surgeon's dilemma in
choosing the optimal management of breast cancer in
the elderly arises from the following long-held beliefs of
the natural history of the disease in this patient popula-
tion: (1) elderly patients have more locally advanced dis-

ease at initial presentation; (2) elderly patients have more
indolent breast cancer; (3) elderly patients have a limited
life expectancy from comorbid conditions other than
breast cancer; and (4) elderly patients do not tolerate
standard treatment.
To determine whether these beliefs were indeed re-

flective of the clinical behavior of breast cancer in the
elderly, we reviewed the medical records of 184 women
older than age 69 years who initially registered with a
diagnosis ofbreast cancer without distant metastasis and
received treatment between 1976 and 1985 at The Uni-
versity ofTexas M. D. Anderson Cancer Center.

METHODS

We analyzed the medical records ofwomen older than
age 69 years who were referred from 1976 to 1985 to the
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Figure 1. Distribution of follow-up time intervals for 184 women seen be-
tween 1976 and 1985, with follow-up continued through 1992. Time to
death of 101 deceased women is represented by the hatched bars.

M. D. Anderson Cancer Center for definitive treatment
of locoregional breast cancer without prior malignancy.
The median time interval between diagnosis and last
contact or death was 80 months (Fig. 1). Actuarial sur-

vival was calculated on the basis of this interval (SPSS
Version 9 Statistical Package SPSS Inc., Chicago, IL).2

RESULTS

Clinical and Histologic Presentation

The most frequent method of initial detection of
breast cancer (85%) was self-discovery of the tumor by
the patient. Only 12% of tumors were found by phy-
sicians during routine physical examinations. A screen-

ing mammogram with a positive result was obtained in
only 5 of the women (3%). The majority of patients
(78%) sought medical attention within 2 months of the
onset ofsymptoms.
The most frequent comorbid conditions under active

treatment at the time of diagnosis were hypertension
(48%), cardiovascular disease (23%), and arthritis (26%).
Although 27% of patients had no major health problems
requiring treatment and 91% were totally mobile, 2 or

more comorbid conditions were present in 29%.
On clinical examination, 36% had primary tumors of

2 cm or smaller (T1), 44% had tumors larger than 2 cm
but no larger than 5 cm (T2), and 8% had tumors larger
than 5 cm (T3). Only 12% had skin ulceration or dermal
lymphatic involvement (peau d'orange) of the breast
(T4). The axilla was described as clinically negative (NO)
in 71%, as palpable, movable lymph nodes (N 1) in 19%,
and as fixed or matted lymph nodes (N2) in 10%. Using
the current American Joint Commission Cancer Staging
System,3 33% of patients had stage I disease (Ti, NO),

46% had stage II (Ti, Ni; T2, NO-l;T3, NO-i), and 21%
had stage III (T3, N2; T4, NO-2).

Primary tumor size, as determined by histologic ex-
amination, correlated with the clinical staging in 83% (48
of 58) ofT 1, 67% (5 1 of 76) of T2, and 52% (I I of2 1) of
T3 patients who underwent surgical therapy as the first
treatment modality (155 of 184). One hundred sixty pa-
tients had an axillary node dissection; histologically pos-
itive axillary nodes were found in 66% of these patients
described as having a clinically positive axilla and in 31%
of those described as having a clinically negative axilla.
Of the 65 patients with histologically positive nodes, 42
(65%) had metastases confirmed in 1 to 3 nodes.

Invasive ductal carcinoma was the predominant histo-
logic type (84%). Pure noninvasive disease was detected
in five patients, and other histologic types in 24 (colloid
or mucinous, 13; invasive lobular, 5; Paget's disease, 3;
papillary, 2; and tubular, 1). Of 104 women with known
estrogen receptor status, 79% were receptor positive (.
10 fmol/mg).

Treatment
Total mastectomy with axillary node dissection (in-

cluding three radical mastectomies) was performed in
82% of patients. Only 18 patients had breast conserva-
tion surgery. Seven patients had total mastectomy with-
out node dissection for debulking, and nine patients re-
ceived no surgical intervention because of advanced dis-
ease and poor performance status. Only three
postoperative deaths occurred (at 5 days, 7 days, and 23
days). Each ofthese deaths was related to myocardial in-
farction. Only 24% of the remaining patients who had
surgery experienced complications. The most common
postsurgical problems were related to the wound: infec-
tion in 14 patients, hematoma in 5, and minor flap ne-
crosis in 8. Radiation therapy was given to 30% of pa-
tients: 10 preoperatively and 44 postoperatively. Com-
plications from the radiation were recorded in fewer
than 5%.

Tamoxifen, an antiestrogen, was used as an adjuvant
to surgery in only 15 patients with estrogen receptor-
positive tumors. Tamoxifen was given as a palliative
measure in seven patients with unresectable disease; five
had only a minor response and two had a complete re-
mission. However, both of these two patients eventually
experienced a relapse in the breast, one at 10 months and
the other after 10 years.
Combination chemotherapy was used as an adjuvant

in only eight patients on an individual basis. Eleven pa-
tients received preoperative chemotherapy for initially
unresectable disease. Seven of these 11 patients have re-
mained disease-free.
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Figure 2. Cause of 101 deaths by years of follow-up in 184 women age

70 years and older with locoregional breast cancer. Death from breast
cancer is represented by solid bars. Death from other causes is repre-

sented by hatched bars.

Clinical Outcome

Forty-seven patients had recurrent breast cancer; 10
experienced locoregional relapse (in the chest wall or in-
tact breast) only, 24 had distant metastases only, and 13
had both. The median time interval between diagnosis
and distant relapse was 33 months. The most common
presentations of distant metastases were simultaneous
multiple sites in 40%, bone in 27%, and visceral organs
in 24%. After distant recurrence, the median survival
time was 11 months.
Over a 16-year follow-up period in which living pa-

tients have been observed for a median of 106 months,
there have been 101 deaths. Forty per cent of these
deaths were from breast cancer and 60% from other
causes (Fig. 2). The breast cancer-specific survival rate
was 79% at 7 years. The most common known cause of
death was cardiovascular disease.

DISCUSSION

Our data indicate that elderly patients do not necessar-

ily always present with more locally advanced disease.
Most patients in other series3-5 were classified as having
stage III disease because of the large size of the primary
tumor rather than the existence ofadvanced regional dis-
ease. Mueller et al.,6 in a review of 3,558 patients, re-

ported that early stage breast cancer is equally common
in all age groups.
The finding that only 15% of breast cancers in our

study were detected by routine physical examination or

screening mammograms is disappointing but consistent
with other series. In a review of 1,680 women with breast
cancer treated in 17 community hospitals, Chu et al.7

found that elderly patients were less likely to receive a
mammogram or biopsy or be referred for consultation.
Makuc et al.8 found that older women were also less
likely than younger women to have had a recent clinical
examination of their breasts by their physicians or to
have been instructed in breast self-examination.

In our study, invasive ductal carcinoma was the most
common histologic type (84%); only 9% of the patients
had tumors oflow-grade histologic type (colloid, tubular,
or mucinous). Our finding that 79% of breast cancers in
this series of elderly patients were estrogen receptor-pos-
itive is similar to the finding of Von Rosen et al.9 How-
ever, no prognostic significance for estrogen receptor sta-
tus has been observed in patients with axillary nodal me-
tastases or locally advanced disease.'0 " Available data
suggest that estrogen receptor content in node-negative
breast cancer may reflect growth rate rather than meta-
static potential and, therefore, serves as a predictor only
of the patterns of recurrence (predominantly bone) and
a longer disease-free interval.'0"'
The assumption that elderly patients have concurrent

health problems that override the life-threatening risks
from breast cancer has often resulted in less aggressive
treatment of breast cancer. Satariano et al.'2 reported
that the comorbid conditions described by women with
breast cancer are similar to those reported by women in
the general population. Arthritis, cardiovascular disease,
and hypertension were the predominant health prob-
lems for women of this age both with and without breast
cancer. Similarly, Koch et al. 13 found the life expectancy
of patients with breast cancers dying of other causes to
be similar to that of the sex/age-matched population
without breast cancer.

Surgeons' reluctance to perform standard surgical pro-
cedures in these patients is based on the assumption that
the elderly cannot tolerate surgery. Turnbull et al.'4 dem-
onstrated, in an analysis of4,050 operations, that the op-
erative mortality rate of patients older than 70 years
(4.8%) was similar to that of all ages (3.4%). For breast
cancer surgery, most series report an operative mortality
rate of 1% or less and that the primary morbidity related
to short-term wound complications that respond to con-
servative management. In those patients with significant
comorbid conditions and limited life expectancy, the
magnitude of the surgical procedure must be adjusted.
A randomized trial conducted by the National Surgical
Adjuvant Breast Project (NSABP B-04) has shown that
axillary node dissection in patients with clinically nega-
tive axilla does not affect survival. 15 Only 20% ofpatients
require a subsequent therapeutic node dissection for
clinical evidence of axillary disease. In operable patients
at high risk for general anesthesia, a partial or total mas-

Vol.218-No. 5



670 Singletary, Shallenberger, and Guinee

tectomy with local anesthesia without an axillary dissec-
tion is appropriate.

Recently, tamoxifen has been proposed as an alterna-
tive to surgery. Overall response rates have ranged from
49% to 68%; complete responses were noted in 27% to
40% ofpatients. 16-18 Clinical trials that compared tamox-
ifen to surgery have not shown a survival difference. 19-21
However, the median follow-up time ofthese studies was
3 years or less. Horobin et al.'8 have demonstrated that
with a minimum follow-up time of 5 years, the tumors
of 62% of 1 3 patients age 70 years or older with locore-
gional breast cancer were not controlled by tamoxifen
alone. The rate of local relapse continued to increase
progressively over time.
Our limited experience with chemotherapy in this age

group for locally advanced cancer suggests that there is a
reluctance to use aggressive chemotherapy in the elderly.
A recent study by the Eastern Cooperative Oncology
Group22 of 92 patients age 65 to 90 years with advanced
breast cancer who were treated with combination cyclo-
phosphamide, methotrexate, and 5-fluorouracil revealed
no significant age trends in toxicity, response, or cycle-
by-cycle reduction of chemotherapy dose, based on cre-
atinine clearance.

Because life expectancy may be as long as 10 years or
more in patients who have achieved an age of 70 years
or older, treatment should be guided by an acceptable
benefit/risk ratio to provide optimal quality and quantity
of life.

Elderly women have the same right as their younger
counterparts to be a part of the decision-making process
of their health care. Because randomized clinical tri-
a1s23,24 have not shown a survival difference between con-
servative breast surgery plus radiation therapy and stan-
dard mastectomy, the option to preserve the breast
should be discussed with the patient. Radiation has been
shown to decrease the likelihood of local recurrence after
breast preservation and is well tolerated in the elderly.
Clinical judgment should be used in patients with poor
performance status regarding the extent of surgery that
is necessary to achieve adequate local control. A wide
excision of the primary tumor with observation of the
clinically negative axilla may be appropriate in selected
individuals, especially ifstaging ofthe axilla will not alter
their therapeutic management. Reliance on tamoxifen
alone without surgery may not be sufficient.
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